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In] PROVIDER'S PLAN OF CORRECTION x5}

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepled
professional practice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.
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correction. This plan of correction is submitied as the
facility's credible allegation of compliance.
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ID PROVIDER'S PLAN OF CORRECTION (X5

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to maintain a sanitary environment related
to the storage of dirty water pitchers and a dirty
dish brush, stored underneath a sink in one of
two medication rooms.

The findings included:

Observation on March 11, 2014, at 10:00 am., on
the A Wing Hallway medication room, in g cabinet
underneath the sink, revealed six used water
pitchers, and one coffee cup with a dirty dish
brush stored inside the cup. Further observation
revealed the brush was covered with black debris
and had water draining from the end of the brush,
Continued observation revealed black debris on
the bottom of the cabinet.

Interview with Licensed Practical Nurse (LPN}) #1,
on March 12, 2014, at 10:00 a.m., in the
medication room, confirmed the used ditty water
pitchers were used by the nursing staff on the
medication carts. Further interview confirmed the
dish brush had a black debris covering the end of
the brush and "...appeared to be moid..."
Continued interview confirmed the bottom lining
of the cabinet was covered with black debris.
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1) The items noted below the sink were  3/14/2014
removed on March 11,2014, The
cabinet was clean, sanded and painted
with a waterproof product on March 14,
2014, The cabinet doors were fixed
closed position with metal screws to
prevent access. There was no known
harm to any residents.

2) A review of the facility's medication
and nourishment areas determined that
there were no additional cabinets that
could be used an inappropriate manner.
3) The cabinet doors were fixed in the
closed position with metal screws to
prevent access. The NH Administrator
will make periodic rounds to ensure that
the cabinet remains inaccessiblc.

4) The elimination of the access to this
cabinet will preclude any further action.
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